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EXECUTIVE  SUMMARY 


This  assessment  provides  a  preliminary  description  of  some  of  the  health  care  needs  and  the 
barriers  to  health  services  for  African  Americans  in  North  Carolina.  Recommendations  are  given  for 
improving  access  to  health  services  for  African  Americans.  In  addition,  this  project  included  the 
development  of  components  for  a  self-help  initiative  to  be  implemented  through  the  North  Carolina 
National  Association  for  the  Advancement  of  Colored  People  (NAACP). 

The  survey  instruments  assessed:   1)  methods  employed  in  reaching  African  Americans;  2) 
health  service  areas  of  perceived  need  for  African  Americans;  and  3)  strategies  for  addressing  the  health 
needs  of  African  Americans.  All  interviews  were  done  by  telephone.  Those  surveyed  were  NAACP 
members,  who  represented  the  African-American  community,  and  health  educators  in  local  health 
departments,  who  represented  the  providers.  A  stratified  random  sample  of  30  counties  was  drawn  from 
North  Carolina  counties  having  800  or  more  African-American  residents.  There  were  five  strata,  which 
were  based  on  census  data  for  percentages  of  African- American  residents. 

Frequencies  and  percentages  of  responses  were  computed  for  individual  variables.  Comparisons 
were  made  between  the  responses  of  the  NAACP  members  and  the  health  department  representatives  on 
strategies  to  serve  African  Americans.  Thirty  local  health  departments  and  24  NAACP  branches  were 
included  in  the  assessment.  There  was  limited  availability  of  culturally  appropriate  services,  and  there 
was  much  perceived  need  for  help  with  this  issue.  Most  of  the  health  departments  and  most  of  the 
NAACP  representatives  felt  more  help  was  needed  with  transportation  for  the  African-American 
community.  Regarding  evening  and  weekend  hours,  half  of  the  health  departments  expressed  a  need  for 
help  in  this  area  to  better  serve  African  Americans,  while  two-thirds  of  the  NAACP  representatives  did. 
The  location  of  the  health  department's  services  was  another  area  in  need  of  improvement  as  identified 
by  the  majority  of  respondents.  In  addition,  there  were  few  partnerships  focused  on  serving  African 
Americans,  and  much  perceived  need  for  help  in  this  area. 

Recommendations  include  the  development  of  more: 

♦  health  department  outreach  into  non-traditional  settings; 

♦  evening  and  weekend  hours  to  improve  access  for  this  population;  and 

♦  partnerships  between  local  health  departments  and  community  organizations  for  mutual  support  and 
the  development  of  culturally  appropriate  services. 

A  more  extensive  assessment  would  help  obtain  a  better  picture  of  the  health  service  needs  of  the 
African  American  community.  This  could  include  a  greater  variety  of  agencies  to  obtain  a  larger  and 
perhaps  more  representative  sample  of  community  members.  Focus  groups  could  also  be  used  to  explore 
barriers  and  recommendations  for  change.  However,  this  preliminary  assessment  and  the  information 
available  in  the  literature  can  provide  the  basis  for  some  initial  planning  to  address  the  health  status 
disparities  of  African  Americans  in  North  Carolina. 
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AN  ASSESSMENT  OF  HEALTH  SERVICE  NEEDS 
FOR  THE  AFRICAN-AMERICAN  COMMUNITY  IN  NORTH  CAROLINA 


OVERVIEW 

The  African-American  Outreach  Project  was  one  of  four  assessment  projects  conducted  by  the 
Office  of  Minority  Health  in  1993.  The  others  included  health  needs  assessments  for  the  Native 
American  and  Hispanic/Latino  communities,  and  an  assessment  of  strategies  for  recruiting  and  retaining 
minority  students  in  health  careers.  The  intent  was  to  learn  what  was  being  done  to  meet  the  health 
service  needs  of  minorities  in  North  Carolina,  what  people  saw  as  the  major  barriers  to  adequate  health 
care  for  minorities,  what  resources  were  available,  and  what  was  recommended  to  change  the  situation. 
These  were  short-term  projects  that  were  not  intended  to  be  conclusive.  However,  the  preliminary  data 
and  recommendations  should  be  helpful  in  planning  future  assessments  and  interventions  to  improve  the 
health  of  North  Carolina's  racial  and  ethnic  minorities. 


Purpose. 

The  main  purpose  of  this  assessment  was  to  provide  a  preliminary  description  of  the  health  care 
needs  of  African  Americans  in  North  Carolina,  and  to  identify  some  of  the  health  services  available  and 
the  barriers  to  obtaining  those  services.  The  information  came  from  health  educators  in  local  health 
departments,  who  represented  health  care  providers;  and  members  of  the  National  Association  for  the 
Advancement  of  Colored  People  (NAACP),  who  represented  the  African-American  community.  The 
assessment  also  provided  some  recommendations  for  improving  access  to  health  services  for  African 
Americans.  In  addition,  the  assessment  was  intended  to  aid  the  NAACP  in  designing  a  self-help 
initiative. 

The  objectives  of  the  project  included  the  following: 

♦  identify  strategies  to  meet  the  health  service  needs  of  African  Americans  in  North  Carolina; 

♦  develop  a  listing  of  organizations  targeting  African  Americans  for  health-related  interventions; 

♦  compile  descriptions  of  model  projects  addressing  the  issues  in  the  NAACP  National  Health  Policy 
Resolution;  and 

♦  develop  a  network  of  NAACP  members  to  serve  as  health  consultants  to  local  NAACP  branches  and 
other  organizations  with  health  initiatives  targeting  African  Americans. 

This  project  was  designed  with  the  North  Carolina  State  Conference  of  Branches  of  the  NAACP. 
Traditionally  a  civil  rights  organization,  the  NAACP  has  in  recent  years  taken  an  interest  in  the  health  of 
African  Americans  and  now  considers  the  disparity  between  the  health  of  White  Americans  and  that  of 
ethnic  minorities  a  civil  rights  issue.  Most  recently,  a  national  health  summit  was  mandated  by  the 
NAACP's  board  of  directors.  Held  in  July  1992,  this  summit  resulted  in  the  adoption  of  a  National 
Health  Policy  Resolution  (NAACP,  1992).  This  resolution  recommended  addressing  five  health  areas 
that  the  NAACP  proposed  will  "improve  the  health  status  of  African  Americans  so  that  it  equals  or 
exceeds  that  of  the  nation".  These  areas  were  as  follows: 


♦  a  national  medical/health  care  program; 

♦  training  health  care  professionals; 

♦  prevention  of  HIV/AIDS; 

♦  care  of  women  and  children;  and 

♦  prevention  of  injury  and  violence. 

This  resolution  will  be  further  addressed  later  in  this  report.  However,  most  of  this  report  focuses  on  the 
assessment  of  health  service  needs.  The  network  and  targeted  programs  can  be  found  elsewhere  (Rosser, 
1994b;  Rosser,  1994a). 


BACKGROUND 

As  the  second  largest  population  in  North  Carolina  and  in  the  United  States,  African  Americans  tend 
to  be  disproportionately  represented  among  the  young,  the  poor,  and  those  having  poor  health  status 
(Hale,  1992).  In  this  report,  the  term  "African  American"  refers  to  people  of  African  ancestry  or 
ethnicity.  When  people  are  categorized  by  race,  many  of  these  people  are  considered  to  belong  to  the 
Black  race.  The  two  terms  have  been  used  interchangeably  here.  No  biological  distinctions  have  been 
made  on  the  basis  of  ethnicity  or  race,  as  those  issues  are  still  debated  widely  (Jackson,  1992). 


Demographics. 

African  Americans  are,  and  have  traditionally  been,  the  largest  minority  group  both  in  North 
Carolina  and  the  United  States  (Health  Resources  &  Services  Administration  (HRSA),  1991;  Surles, 
1993).  According  to  the  1990  census,  African  Americans  were  approximately  22%  of  North  Carolina's 
total  population  (Table  1).  This  was  nearly  twice  that  of  the  national  figure  of  12.1%  (State  Center  for 
Health  and  Environmental  Statistics  (SCHES),  1992). 


Table  1.  Racial  groups  in  North  Carolina,  1990. 

population  %  of  total 


AH  racial  groups*                                     6,628,637  100.0 

White                                                        5,008,491  75.6 

African  American                                      1,456,323  22.0 

Native  American                                            80,155  1.2 

Asian/Pacific  Islander                                    52,166  0.8 

Other  race                                                      31,502  0.5 

Data  source:  NC  State  Center  for  Health  and  Environmental  Statistics  (Surles,  1993). 
*Hispanics/Latinos  may  be  members  of  any  racial  group. 


African  Americans  are  more  than  one-fifth  of  North  Carolina's  total  population.  However,  from 
1980-1990,  they  had  the  lowest  percentage  increase  in  population  (10.4%),  which  was  lower  than  that  for 
Whites  (12.4%)  (Figure  1).  African  Americans  did  have  the  highest  percentage  natural  increase  in 
population,  or  excess  of  births  over  deaths  (99.8%),  during  the  same  period  (Surles,  1993). 


Figure  1.  Percent  increase  in  North  Carolina  population, 
1980  to  1990. 
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Data  source:  North  Carolina  State  Center  for  Health  and 
Environmental  Statistics  (Surles,  1993). 


Compared  to  their  White  counterparts,  African  Americans  tend  to  be  relatively  young  both  within 
the  state  (Figure  2)  and  nation.  In  1990,  the  median  age  of  28.5  years  for  African  Americans  in  North 
Carolina  (Surles,  1993)  was  slightly  higher  than  the  national  median  for  African  Americans  of  27.5  years 
(Hale,  1992).  The  median  age  for  Whites  in  North  Carolina  was  34.7  years.  Approximately  30.8%  of 
North  Carolina's  African- American  population  was  under  18  years  of  age,  while  only  9.5%  was  age  65 
and  older  (Surles,  1993). 


Figure  2.  Median  age  in  years,  North  Carolina,  1990. 
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Data  source:  North  Carolina  State  Center  for  Health  and 
Environmental  Statistics  (Surles,  1993). 


Economics. 

As  mentioned,  North  Carolina's  African-American  population  is  disproportionately  poor  compared 
to  other  races.  In  1989,  the  mean  family  income  for  African  Americans  in  the  state  was  $22,523.  This 
was  about  63%  of  the  mean  for  Whites  ($36,034),  and  approximately  90%  of  the  mean  for  Native 
Americans  ($24,900)  in  the  state.  In  1988,  the  median  family  income  for  African  Americans  in  the 
nation  was  $19,329.  This  was  57%  of  that  for  their  white  counterparts.  Approximately  27%  of  North 
Carolina's  African  Americans  were  below  the  poverty  level.  This  was  3.15  and  1.11  times  the  rates  for 
their  White  and  Native  American  counterparts,  respectively.  The  unemployment  rate  for  African 
Americans  in  North  Carolina  was  9.4%  in  1990.  This  was  almost  three  times  greater  than  the  3.6%  rate 
for  whites  (Surles,  1993).  Nationally,  the  unemployment  rate  for  African-Americans  was  1 1.3%,  which 
was  nearly  three  times  the  rate  for  whites  (Horton  &  Smith,  1990). 


Health  Statistics. 


Nationally,  African- American-Americans  experience  higher  rates  of  mortality  and  lower  life 
expectancy  compared  to  whites  (Schwartz,  Kofie,  Rivo,  &  Tuckson,  1990).  A  detailed  description  of  the 
health  status  of  Blacks  in  North  Carolina  was  provided  in  a  recent  report  of  the  SCHES  (Surles,  Graham, 
&  Atkinson,  1993).  Heart  disease  is  the  leading  cause  of  death  among  African  Americans  in  the  state, 
followed  by  cancer  and  cerebrovascular  disease  (Surles  et  al,  1993).  Five  years  following  diagnosis  of 
cancer,  only  38%  of  African  Americans  survive,  compared  to  50%  of  their  white  counterparts  in  the  state 
(Governor's  Task  Force  2000,  1992). 

The  age-adjusted  death  rate  for  heart  disease  in  African  Americans  (220  per  100,000)  is  1.4  times 
that  for  Whites  in  North  Carolina.  The  age-adjusted  mortality  rate  for  cerebrovascular  disease  (62  per 
100,000)  is  twice  that  for  Whites  and  for  Native  Americans  in  North  Carolina  (Surles  et  al,  1993). 


Diabetes  is  the  fourth  leading  cause,  age-adjusted,  and  is  2.85  times  greater  than  that  for  whites.  The 
fifth  leading  cause  of  death  includes  homicide  and  legal  intervention  (Surles  et  al,  1993).  Homicide  rates 
for  African-American  men  and  women,  ages  15-34,  are  7.1  and  1.5  times  that  for  the  state  (SCHES, 
1992).  While  AIDS/HTLV-III/LAV  infection  is  the  sixth  leading  cause  of  death  among  African 
Americans,  age-adjusted,  the  rate  is  4.9  times  that  for  Whites  and  4.2  times  that  for  Native  Americans. 
From  1987-1991,  the  infant  mortality  rate  for  African  Americans  was  18  (Surles  et  al,  1993).  This  was 
1.5  times  the  overall  rate  for  the  state  (SCHES,  1992),  and  twice  that  for  Whites  (Governor's  Task  Force 
2000,  1992). 

Expressing  health  status  by  race  or  ethnicity  is  complicated  by  factors  associated  with 
socioeconomic  status  (Krieger,  1992).  People  of  lower  income  and  education  have  a  greater  prevalence 
of  risk  factors.  Therefore,  health  data  should  be  presented  by  socioeconomic  status  to  identify  poverty 
issues  and  by  race  or  ethnicity  to  note  possible  effects  of  race  or  racism  (Kreiger,  1992;  Warren,  1993). 
In  one  study,  there  was  no  racial  difference  in  all  causes  of  mortality  nor  in  mortality  due  to  heart  disease 
when  socioeconomic  status  was  considered  (Keil,  Sutherland,  Knapp,  &  Tyroler,  1992).  Another  found 
death  rates  from  heart  disease,  cancer,  and  other  causes  to  be  higher  in  African  Americans  after  adjusting 
for  income  (Sorlie,  Rogot,  Anderson,  et  al,  1992). 


Barriers  to  Health  Care. 

Barriers  to  serving  minority  populations  were  assessed  in  a  national  survey  of  local  health 
departments  (US  Conference  of  Local  Health  Officers  (USCLHO),  1992).  These  included  lack  of 
funding,  low  awareness  of  available  health  programs  and  good  health  practices,  and  transportation. 
Economic  barriers  severely  affect  the  health  status  of  African  Americans  and  other  minorities,  who  tend 
to  be  disproportionately  represented  among  the  poor  (Hale,  1992).  Approximately  27%  of  North 
Carolina's  African  Americans  live  below  the  poverty  line  (Surles,  1993).  Therefore,  the  rising  cost  of 
health  services  is  a  major  barrier  to  health  care  (George,  1991).  Even  those  eligible  for  Medicaid  may 
have  difficulty  locating  providers  of  primary  care.  Many  others  may  have  low-paying  jobs,  and  may  be 
among  the  working  poor.  Typically,  these  persons  are  underinsured  or  lack  any  form  of  health  insurance 
(Brooks,  Smith,  &  Anderson,  1991). 

Transportation  was  one  of  the  greatest  barriers  to  health  care  for  minorities  identified  in  the  national 
survey  mentioned  above  (USCLHO,  1992).  Knowledge  of  health  services  was  also  a  limiting  factor. 
This  has  been  an  issue  for  prenatal  services  for  African- American  women  of  low-incomes  (Burks,  1992). 
Geographic  proximity  to  health  services  has  also  been  identified  nationally  (USCLHO,  1992).  Another 
barrier  to  health  services  has  been  described  as  "the  erosion  of  health  care  in  rural  areas"  (George,  1991). 
Approximately  37%  of  North  Carolina's  African  Americans  live  in  rural  areas  (Surles,  1993). 

Another  important  factor  includes  cultural  differences  between  providers  and  clients  and  the 
exclusion  of  cultural  considerations  in  the  care  provided.  Having  more  providers  from  the  same  ethnic 
group  can  decrease  cultural  barriers.  However,  there  are  few  health  care  providers  from  racial  and  ethnic 
minority  communities.  Although  African  Americans  comprise  12%  of  the  nation's  population,  only  3% 
of  the  nation's  physicians  are  African  American  (George,  1991).  In  1991,  minorities  were  under- 
represented  in  many  health  care  professions  in  North  Carolina  (Tefft  &  Mayo,  1994).  While  African 
Americans  represented  22%  of  the  population,  they  only  comprised  4%  of  physicians  in  the  state  and 
5.5%  of  dentists.  Of  Registered  Nurses  in  North  Carolina,  7%  were  African  Americans,  as  were  20%  of 
Licensed  Practical  Nurses.  The  ratio  of  African  American  physicians  to  African  American  residents  is 
1:3000.  For  Whites,  the  ratio  is  approximately  1:443  (Tefft  &  Mayo,  1994). 


SURVEY  METHODS 

This  section  reviews  the  methods  used  in  this  assessment.  The  areas  included  are  questionnaire 
development,  sampling,  agency  selection,  and  interviewing.  In  addition,  tools  were  developed  to  help 
the  NAACP  and  other  organizations  identify  resources  in  the  African-American  community.  This  work 
is  addressed  briefly  at  the  end  of  this  section. 


Questionnaire. 

The  questionnaires  used  in  the  assessment  phase  of  this  project  were  based  on  those  developed  for 
the  Hispanic/Latino  needs  assessment  (Lopez,  1993a).  Revisions  were  made  according  to  the  literature 
on  health  issues,  service  availability,  and  barriers  to  health  services  for  African  Americans.  Revisions 
were  also  made  to  accommodate  the  two  groups  of  respondents,  or  agency  types.  The  interviewing  was 
conducted  by  phone,  and  was  done  with  many  volunteers  from  the  NAACP.  Therefore,  the 
questionnaires  were  designed  to  be  brief  (10  to  15  minutes). 

Components  of  the  questionnaires  included: 

♦  health  services  targeted  to  African  Americans; 

♦  methods  employed  in  reaching  African  Americans; 

♦  health  areas  of  perceived  need  for  African  Americans;  and 

♦  strategies  for  addressing  the  health  needs  of  African  Americans. 

For  health  services,  local  health  departments  were  surveyed  about  programs  or  services  for  the 
general  population  and  those  targeted  to  African  Americans  —  chronic  disease,  maternal  health,  child 
health,  injury,  substance  abuse,  and  other  health  services.  Also  included  was  HIV/AIDS,  since  it  was 
one  of  the  priority  areas  for  the  NAACP.  The  other  areas  were  outreach  and  primary  care.  The  NAACP 
representatives  were  asked  about  perceived  need  for  more  services  in  those  areas;  their  responses  were 
coded  as  great,  limited,  or  no  need. 

The  section  on  methods  employed  in  reaching  African  Americans  included  culturally  appropriate 
care  and  culturally  appropriate  materials  for  health  education.  This  section  also  asked  about  the  access 
issues  of  transportation,  service  location,  extended  hours,  and  outreach.  In  addition,  respondents  were 
surveyed  about  their  partners  in  care;  that  is,  organizations  and  agencies  with  which  they  worked  to  serve 
the  general  population  and  the  African-American  community.  In  assessing  cultural  methods  employed, 
responses  were  coded  on  a  four-point  scale  according  to  frequency  of  use  —  almost  always,  frequently, 
occasionally  or  in  some  areas,  and  hardly  ever  or  never.  Evening  or  weekend  hours  were  additionally 
coded  according  to  frequency  per  week  or  month.  With  other  methods,  assessment  was  aimed  at 
determining  if  they  were  provided  for  the  general  population,  targeted  to  African  Americans,  or  targeted 
in  some  respect  to  both  groups. 

For  the  section  on  perceived  needs  and  recommendations,  the  focus  was  on  whether  the  respondents 
thought  the  issues  were  still  needs  or  not,  regardless  of  their  responses  in  the  section  on  methods  used. 
These  items  included  culturally  appropriate  services,  access  to  services,  and  partners  in  care.  Another 
four-point  scale  was  used  here  -  need  more  help,  doing  all  right  with  existing  system/resources,  not  a 
need  here,  and  have  not  really  considered  it.  The  NAACP  representatives  were  asked  about  the  need  for 
targeted  services  in  various  health  areas  to  improve  the  health  of  African  Americans.  Their  responses 
were  coded  as  no  need,  limited  need,  or  great  need.  Respondents  were  also  asked  for  information  for  the 
listing  of  highlighted  programs  and  services  (Rosser,  1994a). 


Sampling. 

Due  to  the  limited  amount  of  time  for  this  preliminary  assessment,  a  sample  of  30  counties  was 
used.  A  stratified  random  sampling  procedure  was  developed  using  data  from  the  SCHES.  Counties 
were  grouped  into  5  categories,  or  quintiles,  which  were  based  on  the  percentage  of  the  population  that 
was  African-American  in  the  1990  census.  Appendix  A  contains  a  list  of  the  African-American  and  total 
populations  by  county.  The  cutoffs  for  the  quintiles  were  as  follows:  0-5%,  6-15%,  16-25%,  26-37%, 
and  >38%.  For  the  lowest  quintile  (0-5%),  the  counties  included  were  only  those  with  800  or  more 
African-American  residents.  Those  counties  were  more  likely  to  be  able  to  answer  the  survey  questions 
about  targeted  programs,  and  to  have  a  local  branch  of  the  NAACP.  Once  counties  were  divided  into 
quintiles,  a  random  number  generator  was  used  to  draw  the  sample  of  30  counties.  One  of  the  counties  in 
the  lowest  quintile  did  not  have  an  NAACP  branch,  but  was  included  since  it  had  more  than  2800 
African-American  residents. 

The  local  health  departments  for  the  30  counties  were  included  in  the  sample.  Since  one  of  the  30 
counties  had  no  local  NAACP  branch,  29  local  branches  were  included.  When  there  was  more  than  one 
branch  per  county,  the  one  with  the  largest  membership  was  chosen. 


Interviews. 

Advance  letters  were  either  mailed  or  sent  by  FAX  to  Directors  of  the  30  health  departments.  The 
letters  explained  the  purpose  of  the  project  and  informed  Directors  that  the  researcher  would  be 
contacting  their  Health  Education  department  to  schedule  a  10-15  minute  telephone  interview.  All 
telephone  interviews  were  conducted  by  the  same  consultant  (DB  Rosser)  in  June  and  July  of  1993.  The 
consultant  usually  made  initial  contact  with  health  educators  during  early  morning  hours.  Most  wished 
to  complete  the  interview  during  the  initial  contact;  however,  some  requested  scheduled  appointments. 

For  the  representatives  of  the  NAACP  local  branches,  announcements  were  made  at  two  Executive 
Committee  meetings.  Branch  presidents  were  informed  that  they  would  be  called  and  interviewed  for 
10-15  minutes.  Alternatively,  they  could  refer  the  consultant  to  a  branch  member  that  they  felt  was 
better  prepared  to  complete  the  interview.  Because  NAACP  branch  representatives  were  volunteers,  the 
State  Conference  of  Branches  asked  that  they  generally  be  contacted  after  business  hours. 


Self-help  initiative. 

The  self-help  initiative  mentioned  in  the  Overview  of  this  report  refers  to  the  development  of  tools 
to  assist  the  NAACP  and  other  community-based  organizations  in  identifying  resources  in  the  African- 
American  community.  These  resources  included  the  network  of  people  (Rosser,  1994b)  and  the  listing  of 
highlighted  programs  (Rosser,  1994a).  To  obtain  the  names  for  the  network,  a  memo  was  sent  to  local 
branch  Presidents  throughout  the  state,  followed  by  another  mailing  two  weeks  later.  Since  the  response 
rate  was  lower  than  expected,  this  information  was  obtained  by  phone  during  the  needs  assessment,  and 
the  30  sample  counties  were  the  focus. 

Information  was  also  requested  in  the  above  memos  for  developing  the  listing  of  programs  and 
services.  Due  to  limited  response,  the  consultant  obtained  this  information  and  referrals  during  the  needs 
assessment  as  well.  Information  was  sought  from  NAACP  branch  presidents  and  health  educators  in 


local  health  departments.  To  obtain  program  details,  organizations  to  be  featured  in  the  listing  were  also 
contacted  by  phone. 


SURVEY  RESULTS 

Thirty  counties  were  included  in  the  stratified  random  sample.  Figure  3  shows  the  distribution  of 
the  30  counties  according  to  quintile.  Appendix  B  contains  a  list  of  the  samples  counties.  Interviewing 
time  ranged  from  15-40  minutes  in  length.  This  varied  according  to  the  agency  type  and  the  respondent's 
need  to  elaborate  on  certain  areas.  The  instrument  used  to  interview  local  health  departments  had  more 
questions  regarding  services  provided  as  well  as  needs  and  barriers  to  services  compared  to  the  one  used 
for  NAACP  representatives. 

All  30  local  health  departments  from  the  counties  sampled  were  reached  and  interviews  were 
completed.  Because  two  of  the  local  health  departments  had  no  health  educator,  respondents  included  28 
health  educators,  one  health  director  and  one  public  health  nurse.  Of  the  29  local  NAACP  branches  in 
the  counties  sampled,  correct  phone  numbers  could  not  be  obtained  for  four.  Therefore,  25  branch 
representatives  were  contacted  by  phone.  Of  those,  one  felt  unqualified  to  respond  to  the  instrument  and 
could  not  refer  the  consultant  to  a  more  qualified  member.  As  a  result,  24  local  NAACP  branch 
representatives  completed  the  survey.  Respondents  included  13  Branch  presidents,  seven  branch  officers 
(vice-president,  secretary,  treasurer),  one  committee  chair,  and  three  other  branch  members. 

The  following  sections  report  frequencies  of  responses  for  the  individual  variables.  The  findings  for 
methods  available  and  perceived  needs  and  barriers  are  grouped  by  category.  For  example,  health 
department  availability  of  outreach  methods  is  reported  along  with  findings  of  perceived  need  for  those 
methods.  Results  are  presented  as  percentages,  followed  by  the  sample  size  in  parenthesis  (n). 


Health  areas. 

Health  department  representatives  were  asked  about  services  available  to  the  general  population  and 
those  targeted  to  African  Americans.  There  were  few  services  targeted  specifically  to  African 
Americans.  The  most  common  response  was  that  services  were  provided  to  the  general  population  as 
well  as  targeted  to  African  Americans  in  some  way.  The  major  health  areas  for  such  programs  and  the 
numbers  of  responses  were  chronic  disease  (13),  maternal  health  (3),  child  health  (3),  injury  (2),  and  a 
variety  of  other  health  services  (3)  and  other  services  (7). 

When  the  NAACP  representatives  were  asked  about  the  need  for  targeted  services,  a  number  of 
health  areas  had  high  response  rates  for  "great  need".  For  substance  abuse,  83%  (20)  said  there  was  great 
need  for  services.  However,  there  were  no  targeted  services  in  this  area  according  to  the  health 
departments'  responses.  The  same  proportion  of  NAACP  respondents,  83%  (20),  said  that  referral  to 
primary  care  was  a  great  need.  This  was  followed  closely  by  outreach,  for  which  77%  (19)  said  there 
was  a  great  need.  The  availability  of  primary  care  was  next  at  75%  (18).  The  next  highest  items  were 
child  health  (17),  maternal  health  (16),  and  HIV/AIDS  (15). 
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Cultural  appropriateness. 

Care/counseling/classes.  Health  department  respondents  were  surveyed  about  the  availability  of 
health  care,  counseling,  or  classes  that  could  be  considered  culturally  appropriate  for  African  Americans 
(Figure  4a).  Of  those  health  departments,  20%  (6)  reported  that  such  services  were  almost  always 
culturally  appropriate,  and  27%  (8)  reported  frequently  providing  them.  An  additional  30%  (9)  said  that 
their  services  fit  this  description  occasionally  or  in  some  areas,  while  the  remaining  23%  (7)  hardly  ever 
or  never  offered  services  that  they  considered  culturally  appropriate. 


Figure  4a.  Availability  of  culturally  appropriate  care  for 
African  Americans  (%). 
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Regarding  the  need  for  culturally  appropriate  care,  57%  (17)  felt  a  need  for  help  in  that  area  (Figure 
4b).  While  17%  (5)  felt  that  they  were  doing  all  right  at  present,  only  13%  (4)  reportedly  had  not 
considered  this  strategy  for  improving  the  health  of  African  Americans.  Of  the  NAACP  respondents, 
74%  (17)  said  that  the  health  departments  needed  help  with  this  strategy.  The  remaining  26%  (6)  felt 
that  the  provision  of  culturally  appropriate  care  had  not  been  considered  by  the  health  departments  in 
their  counties. 
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Figure  4b.  Need  for  culturally  appropriate  care  to  better  serve 
African  Americans  (%). 
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Health  education  materials.  Local  health  departments  were  asked  about  the  availability  of 
educational  materials  considered  culturally  appropriate  for  African  Americans  (Figure  5a).  Many,  or 
43%  (13),  reported  almost  always  having  such  materials.  Another  30%  (9)  said  that  such  materials  were 
frequently  available,  and  23%  (7)  had  such  materials  available  occasionally  or  in  some  areas. 
Respondents  said  that  these  materials  were  either  developed  by  the  health  department  or  obtained  from 
other  agencies. 


Figure  5a.  Availability  of  culturally  appropriate  materials  for 
African  Americans  (%). 
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Regarding  the  need  for  educational  materials  that  were  culturally  appropriate,  67%  (20)  of  the 
health  departments  reported  a  need  for  more  help  (Figure  5b).  However,  33%  (10)  felt  they  were  doing 
all  right  currently.  Of  the  NAACP  respondents,  83%  (19)  felt  that  health  departments  needed  more  help 
in  this  area.  The  remaining  17%  (4)  believed  that  the  health  departments  had  not  considered  the  need  for 
culturally  appropriate  materials  to  improve  the  health  of  African  Americans. 


Figure  5b.  Need  for  culturally  appropriate  materials  to  better 
serve  African  Americans  (%). 
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Access  issues. 


Transportation.  Regarding  transportation  for  clients,  70%  (21)  of  the  health  departments  surveyed 
reported  it  was  available  in  some  form  for  the  general  population  (Figure  6a).  Another  7%  (2)  reported 
that  they  had  some  transportation  available  for  the  general  public  as  well  as  some  targeted  to  African 
Americans.  The  remaining  23%  (7)  reported  having  no  transportation  for  their  clients. 
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Figure  6a.  Availability  of  transportation  provided  by  local  health 
departments  (%). 
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Regarding  the  need  for  more  transportation,  76%  (22)  of  the  responding  health  departments 
expressed  a  need  for  help  (Figure  6b).  Another  21%  (6)  reported  doing  all  right  currently,  and  only  one 
said  that  transportation  to  the  health  department  was  not  a  need  for  African  Americans  in  that  county.  Of 
the  NAACP  representatives,  79%  (19)  reported  a  need  for  improved  transportation  to  serve  African 
Americans.  Another  13%  (3)  felt  that  transportation  for  health  department  clients  was  currently  all  right. 


Figure  6b.  Need  for  improved  transportation  to  better  serve 
African  Americans  (%). 
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Extended  hours.  Regarding  the  availability  of  evening  or  weekend  hours,  more  than  half  of 
the  health  departments,  or  53%  (16),  reported  having  such  hours  available  for  the  general  population 
(Figure  7a).  Another  20%  (6)  reported  having  extended  hours  for  the  general  public,  as  well  as 
having  some  clinics  targeted  to  African  Americans.  The  remaining  27%  (8)  reportedly  offered  no 
evening  or  weekend  hours.  Of  those  that  offered  extended  hours,  43%  (9)  had  them  one  evening  per 
week,  and  14%  (3)  had  additional  hours  twice  per  week.  Another  43%  (9)  had  them  one  or  two 
evenings  or  weekends  per  month. 


Figure  7a.  Availability  of  evening  or  weekend  hours  in  local  health 
departments  (%). 
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When  asked  about  the  need  for  extended  hours  to  improve  the  health  of  African  Americans, 
50%  (15)  of  the  respondents  indicated  a  need  for  help  (Figure  7b).  Another  23%  (7)  felt  that  they 
were  doing  all  right  at  present.  Of  the  local  health  departments,  13%  (4)  did  not  think  there  was  a 
need  for  more  hours  to  better  serve  African  Americans,  while  another  13%  (4)  had  not  considered  that 
strategy.  These  figures  contrast  with  those  from  the  NAACP  respondents,  of  which  68%  (15)  felt 
their  health  departments  needed  help  with  extended  hours.  While  9%  (2)  felt  that  their  health 
departments  were  currently  doing  all  right  with  this  strategy,  another  9%  (2)  did  not  consider  evening 
or  weekend  hours  a  need  in  their  counties.  An  additional  14%  (3)  did  not  think  that  their  local  health 
departments  had  considered  offering  extended  hours  to  better  serve  African  Americans. 
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Figure  7b.  Need  for  more  evening  or  weekend  hours  to  better 
serve  African  Americans  (%). 
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Location  of  health  service  delivery.  Respondents  were  surveyed  about  the  availability  of 
outlying  sites  for  health  service  delivery.  Of  the  local  health  departments  surveyed,  50%  (15) 
reported  having  no  decentralized  services  (Figure  8a).  Another  37%  (11)  reported  having  outlying  or 
satellite  clinics  for  the  general  population.  The  remaining  13%  (4)  had  outlying  sites  for  the  general 
public  as  well  as  some  targeted  to  African  Americans. 


Figure  8a.  Availability  of  outlying  sites  for  local  health 
departments  (%). 
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Regarding  the  location  of  service  delivery,  50%  (15)  of  health  departments  expressed  a  need 
for  help  to  meet  the  health  needs  of  African  Americans  (Figure  8b).  Another  40%  (12)  felt  that  the 
location  of  the  health  department's  services  was  all  right  currently.  Of  the  NAACP  representatives, 
54%  (13)  indicated  a  need  for  help  at  their  local  health  departments.  Another  38%  (9)  reported  that 
the  location  of  delivery  was  all  right  currently. 


Figure  8b.  Need  for  improved  location  of  health  services  to  better 
serve  African  Americans  (%). 
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Outreach. 


Of  the  local  health  departments  surveyed,  60%  (18)  used  mass  media  to  inform  the  general 
population  of  health  department  services  and  events  (Figure  9a).  The  remaining  40%  (12)  reported 
that  mass  media  was  used  to  inform  the  general  population  and  to  target  African  Americans.  For 
brevity,  these  specific  data  on  methods  are  not  presented  graphically,  but  only  descriptively  here.  In 
particular,  53%  (16)  of  the  health  departments  used  newspapers  and/or  posters  to  reach  the  general 
population  and  to  target  African  Americans.  Radio  and  television  were  used  for  this  purpose  by  37% 
(11),  and  flyers  were  used  for  this  reason  by  37%  (11). 
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Figure  9a.  Use  of  mass  media  as  outreach  by  local  health 
departments  (%). 
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When  asked  about  the  need  for  help  with  mass  media,  50%  (15)  of  the  health  departments  felt 
they  needed  help  to  better  serve  African  Americans  (Figure  9b).  Another  43%  (13)  felt  they  were 
doing  all  right  with  their  current  use.  This  compares  to  65%  (15)  of  the  NAACP  respondents  who 
believed  their  health  departments  could  use  help  with  this  strategy.  Another  1 7%  (4)  reported  that 
their  health  departments  were  doing  all  right  currently  with  media,  while  17%  (4)  felt  that  their  health 
departments  had  not  considered  using  mass  media  to  improve  the  health  of  African  Americans. 


Figure  9b.  Need  for  the  use  of  mass  media  to  reach  African 
Americans  (%). 
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Local  health  departments  were  also  surveyed  regarding  their  use  of  health  fairs  and  health 
promotion  events  to  reach  the  general  population  and  the  African- American  community.  Of  the 
respondents,  50%  (15)  reportedly  sponsored  them  as  a  method  for  the  general  population  (Figure  10). 
In  addition,  47%  (14)  claimed  to  use  this  method  to  reach  the  general  population  and  to  target  African 
Americans. 


Figure  10.  Use  of  health  fairs  and  health  promotion  events  by 
local  health  departments  (%). 
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Regarding  the  need  for  overall  outreach  to  improve  the  health  of  African  Americans,  33% 
(10)  of  the  health  departments  felt  they  were  doing  all  right  at  present  (Figure  11).  However,  the 
remaining  67%  (20)  believed  that  they  needed  help  in  this  area.  This  compares  to  82%  (18)  of  the 
NAACP  respondents  who  felt  that  the  health  department  could  use  help  with  outreach.  The 
remaining  18%  (4)  of  NAACP  members  thought  that  the  health  department  was  doing  all  right  with 
outreach  to  the  African- American  community. 


18 


Figure  11.  Need  for  more  outreach  to  better  serve 
African  Americans  (%). 


need  more  help 


ail  right  now 


not  a  need 


have  not  considered 


Partners  in  care. 

This  section  asked  about  the  agencies  and  organizations  that  were  the  health  departments' 
partners  in  care.  For  public  agencies,  59%  (17)  of  the  health  departments  had  such  partners  to  serve 
the  general  population,  and  21%  (6)  had  public  partners  that  reportedly  targeted  the  African- 
American  community  as  well  as  served  the  general  population  (Figure  12a).  One  had  a  partner 
specifically  targeting  African  Americans. 


Figure  12a.  Public  agencies  as  partners  in  care  for 
local  health  departments  (%). 
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Regarding  community  agencies  as  partners,  60%  (18)  of  the  health  departments  reported 
having  such  partnerships  to  serve  the  general  population  (Figure  12b).  Another  23%  (7)  reported 
having  no  community  agencies  as  partners,  and  17%  (5)  reported  having  such  partnerships  to  serve 
both  the  general  population  and  to  target  African  Americans. 


Figure  12b.  Community  agency  partners  of  local  health 
departments  (%). 
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For  churches  as  partners,  17%  (5)  of  the  local  health  departments  reported  having  none 
(Figure  12c).  Another  30%  reported  having  such  partnerships  to  serve  the  general  population.  Only 
one  reported  having  a  partnership  that  specifically  targeted  African  Americans.  The  remaining  50% 
(15)  reported  having  partnerships  to  serve  the  general  population  and  to  target  African  Americans  in 
some  respect. 
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Figure  12c.  Church  partners  of  local  health  departments  (%). 
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When  asked  about  the  need  for  more  partners  to  help  serve  African  Americans,  60%  (18)  of 
the  local  health  departments  felt  a  need  for  more  help  (Figure  12d).  More  of  the  NAACP  members, 
or  75%  (18),  felt  that  the  health  departments  needed  help  with  partnerships. 


Figure  12d.  Need  for  more  partners  in  care  to  better  serve 
African-Americans  (%). 
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Data  on  ethnicity/race. 

Health  departments  were  asked  about  the  availability  of  data  on  African-American  ethnicity 
or  Black  race.  Of  those  who  responded,  3 1  %  (8)  claimed  to  have  such  data  available  (Figure  13a). 
However,  38%  (10)  of  the  health  departments  said  that  the  data  was  either  not  complete,  not  accurate, 
or  not  computerized.  Another  31%  (8)  had  no  data  available.  For  perceived  need,  53%  (16)  of  the 
health  departments  felt  a  need  for  better  information  on  the  health  status  of  African  Americans 
(Figure  13b).  An  additional  40%  (12)  said  they  were  doing  all  right  with  the  data  currently  available. 
This  compares  to  60%  (9)  of  the  15  NAACP  respondents  who  felt  there  was  a  need  for  more  data  on 
health  status. 


Figure  13a.  Availability  of  data  on  African  American  ethnicity 
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Figure  13b.  Need  for  better  data  on  the  health  status  of 
African  Americans  (%). 
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Of  the  health  departments,  67%  (20)  felt  a  need  for  more  information  on  program 
effectiveness  to  serve  this  community  (Figure  13c).  However,  27%  (8)  said  they  were  doing  all  right 
at  present.  Of  the  16  NAACP  respondents  for  this  item,  63%  (10)  felt  a  need  for  more  data  to  better 
serve  their  community. 


Figure  13c.  Need  for  better  data  on  program  effectiveness  for 
African  Americans  (%). 
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DISCUSSION 

The  major  issues  addressed  in  this  section  are  those  concerning  targeted  and  culturally 
appropriate  services,  outreach  efforts  made  by  health  departments,  and  the  use  of  partners  in  care  by 
local  health  departments.  Each  of  these  issues  is  discussed  in  relation  to  its  role  in  lowering  barriers 
to  health  care  services  for  African  Americans  in  North  Carolina. 


Targeted  services. 

There  was  limited  targeting  of  programs  in  this  assessment.  Although  substance  abuse  was 
an  area  of  great  need,  there  were  no  targeted  programs  in  that  area.  The  next  highest  area  of 
perceived  need  for  programming  was  outreach,  which  is  discussed  later  in  this  section.  Outreach  was 
followed  in  frequency  by  referral  to  primary  care,  which  local  health  departments  reportedly  rarely 
did.  The  unavailability  of  primary  care  providers  was  also  an  area  of  great  perceived  need.  That  was 
a  common  finding  in  the  regional  public  hearings  held  by  the  Minority  Health  Advisory  Council 
(Lopez,  1993b).  Nationally,  one-fourth  of  local  health  departments  had  programs  that  were  designed 
for  minority  health  (US  Conference  of  Local  Health  Officers,  1992). 
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Culturally  appropriate  methods. 

Cultural  differences  can  be  a  barrier  for  African  Americans  in  obtaining  health  care.  These 
include  the  effects  of  cultural  beliefs,  values,  and  social  networks  on  the  content  of  health  care,  as  well  as 
the  communication  channels  used  and  the  wording  of  the  communication  (HRSA,  1991).  It  has  been 
noted  that  agencies  need  to  develop  models  for  community  assessment  that  are  culturally  relevant,  and 
that  are  applicable  in  many  locations  (USCLHO,  1993). 

In  this  work,  there  was  a  range  of  responses  for  the  availability  of  culturally  appropriate  care. 
More  respondents  claimed  to  have  culturally  appropriate  materials.  However,  in  terms  of  perceived 
needs  for  these  services,  the  two  groups  of  respondents  differed  somewhat.  A  greater  percentage  of 
NAACP  members  than  health  department  representatives  felt  that  more  help  was  needed.  This  was 
the  response  for  the  availability  of  materials  for  health  education  as  well  as  for  more  culturally 
appropriate  care.  Such  practices  could  incorporate  the  health  beliefs  and  practices  of  the  population 
and  their  social  concerns.  This  is  often  done  most  effectively  by  having  providers  who  are  from  the 
same  cultural  groups  as  the  clients.  Another  useful  method  for  reaching  people  is  lay  health 
promotion,  but  this  was  one  of  the  least  used  methods  by  local  health  departments  in  a  national  study 
(USCLHO,  1992). 

Culturally  appropriate  care  can  also  include  using  common  terminology  for  the  health  issues 
under  discussion,  as  well  as  incorporating  commonly  eaten  foods  and  usual  activities  in  the  care  plan 
and  recommendations.  Spirituality  and  prayer  are  important  components  of  coping  and  healing  in 
many  African- American  groups  (Cheung  &  Snowden,  1990).  In  some  African- American 
communities,  the  oral  tradition  is  more  credible  than  the  written  form.  Therefore,  important  health 
information  may  need  to  be  given  orally.  Another  significant  cultural  issue  is  collective  identity  -- 
the  importance  of  close,  supportive,  social  relationships  and  the  extended  family  (Bowser,  1992). 
This  suggests  the  significance  of  including  the  family  in  planning  health  care. 

Cultural  awareness  is  important  not  only  for  the  client's  comfort  but  also  for  the  quality  and 
effectiveness  of  the  care  provided.  It  is  needed  to  get  people  into  health  care  sites,  to  ask  the  right 
questions,  to  build  trust  to  gain  the  patients'  participation,  and  to  effectively  communicate 
recommendations.  The  Office  of  Minority  Health  has  been  sponsoring  and  co-sponsoring  cultural 
diversity  trainings  around  the  state.  The  intent  is  to  increase  awareness  of  cultural  differences,  to 
encourage  incorporation  of  those  differences  into  the  care  provided,  and  to  emphasize  how  cultural 
differences  can  enrich  rather  than  inhibit  the  provision  of  health  care. 


Access  issues. 

Transportation.  Most  of  the  local  health  departments  contacted  either  provided  or  assisted 
with  some  transportation  for  their  clients.  These  efforts  included  the  use  of  vans,  community 
outreach  workers,  bus  passes,  taxi  fare,  and  other  agencies  offering  transportation.  There  were  few 
targeted  transportation  services.  Only  two  of  the  agencies  stated  that  although  they  provide  assistance 
with  transportation  to  the  general  population,  some  efforts  were  made  to  target  African  Americans. 
Some  of  the  local  health  departments  felt  their  transportation  was  adequate  in  serving  the  African- 
American  community.  However,  most  felt  that  this  community  could  be  better  served  with  improved 
transportation  efforts.  The  same  pattern  was  seen  among  the  representatives  of  the  African- American 
community,  the  NAACP  representatives. 
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Inadequate  transportation  is  mentioned  repeatedly  in  the  literature  as  a  barrier  to  health  care 
for  African  Americans.  This  is  particularly  the  case  regarding  access  to  prenatal  health  services 
(HRSA,1991).  In  a  study  of  White,  African- American  and  Native  American  women  who  had  just 
delivered,  32%  identified  transportation  as  a  barrier  to  attaining  regular  prenatal  care  (Lia-Hoagberg, 
Rode,  Skovholt,  et  al,  1990).  Lack  of  transportation  was  the  cause  of  missed  appointments  for  26% 
of  these  women.  Of  the  African- American  women  in  the  study,  44%  depended  on  someone  else  to 
drive  them  to  appointments.  Nationally,  transportation  was  targeted  to  minorities  by  only  58%  of  the 
health  departments  surveyed  (USCLHO,  1992).  Improved  transportation  can  help  overcome  the 
barrier  of  service  location.  Transportation  was  also  a  major  concern  noted  in  the  regional  hearings  on 
minority  health  in  the  state  (Lopez,  1993b). 

Extended  hours.  Just  over  half  of  the  health  departments  offered  some  evening  or  weekend 
hours  for  the  general  population.  Several  more  targeted  such  efforts  to  African  Americans  as  well  as 
offered  them  for  the  general  population.  Of  those  who  did  have  some  extended  hours,  nearly  all  had 
them  from  once  a  month  to  once  a  week.  The  programs  and  services  at  those  times  included  general 
clinics,  immunization,  chronic  disease  screening,  diabetes  education,  family  planning,  WIC  pick  up, 
HIV/STDs,  wellness,  adult  health  and  nutrition.  However,  many  health  departments  offered  no 
extended  hours  at  all.  Many  clients  of  local  health  departments  and  many  minority  members  are  part 
of  the  working  poor.  They  may  not  have  any  job  benefits,  and  therefore  may  have  no  sick  time  or 
leave  time  to  use  for  obtaining  health  care.  Availability  of  evening  and  weekend  hours  could  lessen 
the  need  for  deciding  between  seeking  care  and  losing  a  day's  pay  (Brooks  et  al,  1991). 

When  asked  about  the  need  for  more  evening  or  weekend  hours  to  better  serve  African 
Americans,  half  of  the  health  departments  felt  that  their  efforts  could  be  improved.  However,  a  greater 
proportion  of  NAACP  members  felt  the  need  for  more  extended  hours  to  serve  African  Americans  than 
did  the  health  departments.  Some  of  the  local  health  departments  felt  that  their  efforts  in  providing 
extended  hours  were  adequate,  while  others  felt  that  this  was  not  a  need  or  issue  in  serving  their  county's 
African-American  community.  Still  others  had  not  considered  this  strategy  to  better  serve  the  African- 
American  community.  Only  two  of  those  representing  the  African-American  community,  from  the 
NAACP,  felt  that  their  local  health  departments  were  providing  hours  adequate  to  serve  their 
communities. 

Improved  location  of  delivery.  Respondents  were  asked  about  the  location  of  service  delivery 
for  African  Americans.  Targeting  services  to  minorities  sometimes  requires  taking  health  services 
into  nontraditional  settings,  such  as  churches,  homeless  shelters,  and  schools  (Brooks  et  al,  1991). 
Half  of  the  local  health  departments  included  in  this  assessment  had  no  outlying  sites.  Those  who  did 
provide  services  in  such  locations  generally  did  so  to  benefit  the  general  population.  A  few  had  sites 
available  to  the  general  population  as  well  as  some  located  in  African-American  communities.  In  a 
national  survey  of  local  health  departments,  strategic  location  for  health  service  delivery  was  one  of 
the  most  commonly  used  strategies  for  targeting  minorities  (USCLHO,  1992).  Location  of  health 
service  delivery  may  be  essential  for  improving  access  to  health  services  and  therefore  the  health  of 
African  Americans  and  other  minority  populations. 

Half  of  the  health  departments  felt  that  their  location  was  not  sufficient  for  serving  the 
African- American  community.  Similarly,  most  of  the  NAACP  representatives  felt  that  their  health 
departments  could  be  better  located.  Nationally,  local  health  departments  identified  the  lack  of 
geographic  proximity  of  health  services  to  be  a  common  barrier  to  serving  minorities  (USCLHO, 
1992).  George  (1991)  pointed  out  how  crucial  isolation  from  health  care  facilities  was  for  the 
African-American  community,  especially  for  those  people  in  need  of  prenatal  and  emergency  care. 
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Outreach  issues. 

Participants  were  asked  about  outreach  in  general  as  well  as  about  specific  types  of  outreach. 
Although  many  local  health  departments  included  in  this  assessment  felt  that  they  were  performing 
adequately  with  outreach  into  African-American  communities,  twice  as  many  felt  that  they  needed 
help  in  this  area.  By  far,  most  NAACP  representatives  felt  a  need  for  more  health  department 
outreach  into  African-American  communities,  but  a  few  were  satisfied  with  current  activities.  This 
area  was  second  only  to  substance  abuse  as  an  area  of  great  need  for  more  services,  according  to  the 
responses  of  the  NAACP  members.  Nationally,  outreach  was  one  of  the  most  commonly  used 
mechanisms  for  targeting  minorities  (USCLHO,  1992).  Outreach  is  needed  to  increase  the  awareness 
of  available  programs  and  services  as  well  as  for  encouraging  good  health  practices. 

Mass  media.  Most  of  the  local  health  departments  used  mass  media  to  inform  the  general 
population  of  services  and  special  programs  or  events.  However,  a  large  proportion  also  claimed  to 
use  mass  media  to  target  African  Americans  for  special  events  and  services.  Although  many  of  the 
local  health  departments  felt  that  their  use  of  mass  media  was  adequate  for  serving  African 
Americans,  half  felt  that  they  could  improve  in  this  area,  as  did  the  majority  of  the  NAACP 
representatives.  Mass  media  tends  to  be  among  the  least  favored  local  health  department  strategies 
for  targeting  minorities,  which  could  be  related  to  the  cost  involved  (USCLHO,  1992). 

Health  promotion.  A  major  factor  in  health  service  utilization  is  lack  of  knowledge  of  certain 
health  issues  as  well  as  of  health  services  (Burks,  1992).  To  improve  the  knowledge  base,  Brooks  et 
al  (1991)  recommended  increased  use  of  community  education  programs  and  health  promotion 
activities.  Nearly  all  of  the  local  health  departments  included  in  this  assessment  used  health  fairs  and 
health  promotion  events  as  a  means  of  improving  community  knowledge  of  health  issues  and  health 
services  available.  About  half  of  these  agencies  used  this  strategy  to  serve  the  general  population, 
while  the  other  half  used  these  events  to  target  African  Americans  as  well. 


Partners  in  care. 

Most  of  the  local  health  departments  reported  having  partnerships  with  agencies  and 
organizations  in  providing  services  to  the  general  population.  A  few  claimed  to  have  partnerships 
that  served  the  general  population  as  well  as  some  that  targeted  African-American  communities.  A 
significant  number  had  no  such  partnerships  with  community  organizations.  Most  of  the  local  health 
departments  included  in  this  assessment  reported  having  churches  as  partners  in  providing  health- 
related  services  to  county  residents.  Half  had  such  partnerships  to  serve  the  general  population  and  to 
target  African  Americans.  Of  all  of  these  partnerships,  most  reportedly  began  at  the  request  of  the 
church. 

Support  given  by  stakeholders  (community  leaders,  churches,  and  grassroots  organizations) 
can  lead  to  the  success  and  longevity  of  a  health  intervention  conducted  by  the  health  care 
establishment.  Partnerships  of  public  agencies  with  community  organizations  may  provide  the  only 
means  for  decreasing  the  health  gap  between  Whites  and  minorities  (Levine,  Becker,  Bone,  et  al, 
1992).  However,  development  of  partnerships,  or  networking  with  lay  health  promoters,  was  among 
the  strategies  used  the  least  by  health  departments  in  targeting  minorities  (USCLHO,  1992). 
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Data  needs. 

Less  than  one-third  of  local  health  departments  said  they  had  data  available  and  accessible  on 
African-American  ethnicity  or  Black  race.  It  is  therefore  understandable  that  some  respondents  had 
difficulty  expressing  needs  for  serving  this  population  when  they  did  not  have  sufficient  data  for  use  in 
assessment,  planning,  or  evaluation.  Starting  July  of  1993,  all  local  health  departments  in  North  Carolina 
have  computerized  systems  and  record  ethnicity  for  adult  health  programs.  Maternal  and  child  health 
programs  have  had  such  a  computerized  system  for  some  time.  In  a  national  study  (USCLHO,  1992),  the 
most  available  data  for  minority  health  was  in  the  area  of  infant  health.  Limited  data  was  available  for 
immunizations,  hepatitis  A,  sexually  transmitted  diseases,  and  tuberculosis.  Improving  the  availability 
and  retrieval  of  information  at  the  local  level  was  a  major  recommendation  from  that  work  (USCLHO, 
1993).  In  the  future,  we  should  be  more  able  to  determine  the  reach  and  coverage  of  programs  for 
African  Americans  in  North  Carolina,  as  well  as  to  possibly  examine  the  effectiveness  of  some  efforts. 

However,  the  quality  of  the  output  will  still  depend  on  the  quality  of  the  input.  Classifications  by 
race  or  ethnicity  are  not  clear-cut.  In  federal  data  bases,  people  can  be  assigned  a  different  race  at  birth, 
during  life,  and  at  death  (Hahn,  1992).  These  factors  make  it  difficult,  if  not  impossible,  to  track 
progress  toward  health  objectives  for  the  year  2000  (US  Department  of  Health  &  Human  Services 
(DHHS),  1991).  Efforts  are  being  made  to  improve  data  at  the  federal  level  (Feinleib,  1993).  These 
include  the  validity  of  the  racial  and  ethnic  designations  as  well  as  the  sample  sizes. 


SUMMARY  AND  RECOMMENDATIONS 

African  Americans  are  the  second  largest  population  in  North  Carolina  and  in  the  nation,  yet 
they  are  disproportionately  represented  among  the  poor  and  those  with  indicators  of  poor  health. 
Access  to  health  care  tends  to  be  a  major  issue  for  this  community.  Some  barriers  to  health  care 
access  include  the  cost  of  health  care,  location  of  delivery  of  health  services,  transportation,  hours 
available  to  seek  services,  and  knowledge  regarding  services  available. 

There  was  limited  availability  of  culturally  appropriate  services,  and  there  was  much 
perceived  need  for  help  with  this  issue.  Most  of  the  health  departments  also  felt  they  needed  more 
help  with  transportation  targeted  to  the  African- American  community,  as  did  most  of  the  NAACP 
representatives.  Regarding  evening  and  weekend  hours,  half  of  the  health  departments  expressed  a 
need  for  help  in  this  area  to  better  serve  African  Americans,  while  two-thirds  of  the  NAACP 
representatives  did.  Extended  hours  would  better  serve  the  working  poor,  who  cannot  afford  to  lose  a 
day's  pay  to  seek  health  care. 

Outreach  can  help  address  some  of  these  barriers.  Mass  media,  health  promotion  events,  and 
clinics  in  nontraditional  settings  can  be  used  more  to  serve  this  population.  Another  means  is 
establishing  partnerships  between  local  health  departments  and  community  organizations  and 
churches.  The  expertise  of  local  health  departments,  combined  with  the  grassroots  strength  of  the 
community,  would  likely  lead  to  support  and  longevity  of  health  promotion  activities.  This  would 
also  help  in  developing  more  culturally  appropriate  services. 

A  more  extensive  assessment  would  help  obtain  a  more  complete  picture  of  the  health  service 
needs  of  the  African  American  community.  This  could  include  a  greater  variety  of  agencies  for  more 
representation.  Focus  groups  could  be  used  to  further  explore  the  barriers  and  recommendations  for 
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change.  However,  this  preliminary  assessment  and  the  information  available  in  the  literature  can 
provide  the  basis  for  some  initial  planning  to  address  the  health  status  disparities  of  African 
Americans  in  North  Carolina. 


REFERENCES 

Bowser  BP.  African-American  culture  and  AIDS  prevention.  West  J  Med  1992;  157:  286-289. 

Brooks  DD,  Smith  DR.,  &  Anderson  RJ.  Medical  apartheid:  An  American  perspective.  J  Am  Med 
Assoc  1991;  266:  2746-2749. 

Burks  JA.  Factors  in  the  utilization  of  prenatal  services  by  low-income  black  women.  Am  J  Primary 
Health  Care  1992;  17:  36-49. 

Cheung  FK  &  Snowden  LR.  Community  mental  health  and  ethnic  minority  populations.  Comm  Mental 
Health  J  1990;  26:  277-291. 

Feinleib  M.  Data  needed  for  improving  the  health  of  minorities.  Ann  Epidemiol  1993;  3:  199-202. 

George  AR.  Accessibility  and  availability  to  health  care  in  the  African-American  community.  J  Natl 
Med  Assoc  1991;  83:  761-764. 

Governor's  Task  Force  on  Health  Objectives  for  the  Year  2000.  Healthy  Carolinians  2000.  Raleigh,  NC: 
Governor's  Task  Force  on  Health  Objectives  for  the  Year  2000;  November,  1992. 

Hahn  RA.  The  state  of  federal  health  statistics  on  racial  and  ethnic  groups.  J  Am  Med  Assoc  1992;  267: 
268-271. 

Hale  CB.  In  R.L.  Braithwaite  &  S.E.  Talor  (Eds.),  Health  Issues  in  the  Black  Community.  San 
Francisco:  Jossey-Bass  Publishers;  1992. 

Health  Resources  &  Services  Administration  (HRSA),  U.S.  Department  of  Health  and  Human  Services. 
Health  Status  of  Minorities  and  Low-income  Groups.  Washington,  DC:  U.S.  Government  Printing 
Office,  1991. 

Horton  CP  &  Smith  JC.  Statistical  Record  of  Black  America.  Detroit:  Gale  Research,  Inc.;  1990. 

Jackson  FLC.  Race  and  ethnicity  as  biological  constructs.  Ethnicity  &  Disease  1992;  2:  120-125. 

Keil  JE,  Sutherland  SE,  Knapp  RG,  &  Tyroler  HA.  Does  equal  socioeconomic  status  in  blacks  and 
whites  mean  equal  risk  of  mortality?  Am  J  Publ  Health  1992;  82:  1 133-1 136. 

KriegerN.  The  making  of  public  health  data:  Paradigms,  politics,  and  policy.  J  Publ  Health  Pol  1992; 
Winter:  412-427. 


28 


Levine  DM,  Becker  DM,  Bone  LR,  Stillman  FA,  Tuggle  MB  II,  Prentice  M,  Carter  J,  &  Filippeli  J.  A 

partnership  with  minority  populations:  A  community  model  of  effectiveness  research.  Ethnicity  & 
Disease  1992;  2:  296-305. 

Lia-Hoagberg  B,  Rode  P,  Skovholt  CJ,  Oberg  CN,  Berg  C,  Mullett  S,  &  Choi  T.  Barriers  and  motivators 
to  prenatal  care  among  low-income  women.  Soc  Sci  Med  1990;  30:  487-495 

Lopez  LM.  An  assessment  of  health  service  needs  for  the  Hispanic/Latino  community  in  North  Carolina. 
Raleigh,  NC:  North  Carolina  Department  of  Environment,  Health  &  Natural  Resources,  Office  of 
Minority  Health,  No.  3;  October,  1993a. 

Lopez  LM.  Summary  of  public  hearings  held  by  the  Minority  Health  Advisory  Council.  Raleigh,  NC: 
North  Carolina  Department  of  Environment,  Health  &  Natural  Resources;  Unpublished  data, 
October,  1993  b. 

National  Association  for  the  Advancement  of  Colored  People  (NAACP).  NAACP  National  Health 
Policy  Resolutions.  Baltimore,  MD:  Special  Contribution  Fund;  July,  1992. 

Rosser  DB.  Highlighted  programs  for  the  health  of  the  African  American  community  in  North  Carolina. 
Raleigh,  NC:  North  Carolina  Department  of  Environment,  Health  &  Natural  Resources,  Office  of 
Minority  Health,  No.  7;  January,  1994a. 

Rosser  DB.  NAACP  network  of  members  with  health-related  backgrounds.  Raleigh,  NC:  North 

Carolina  Department  of  Environment,  Health  &  Natural  Resources,  Office  of  Minority  Health,  No. 
8; January,  1994b. 

Schwartz,  E,  Kofie  VY,  Rivo  M,  &  Tuckson  RV.  Black/White  comparisons  of  deaths  preventable  by 
medical  intervention:  United  States  and  the  District  of  Columbia  1980-1986.  Intl  J  Epidemiol 
1990;  19:  591-598. 

Sorlie  P,  Rogot  E,  Anderson  R,  Johnson  NJ,  &  Backlund  E.  Black-white  mortality  differences  by  family 
income.  Lancet  1992;  340:  346-350. 

State  Center  for  Health  and  Environmental  Statistics  (SCHES).  North  Carolina  Health  Statistics  Pocket 
Guide.  Raleigh,  NC:  North  Carolina  Department  of  Environment,  Health  &  Natural  Resources; 
December,  1992. 

Surles  KB.  North  Carolina's  minorities:  Who  and  Where.  Raleigh,  NC:  North  Carolina  Department  of 
Environment,  Health,  and  Natural  Resources,  State  Center  for  Health  and  Environmental  Statistics; 
April,  1993. 

Surles  KB,  Graham  KT,  &  Atkinson  D.  Health  Status  of  Blacks  in  North  Carolina.  Raleigh,  NC:  North 
C  Department  of  Environment,  Health  &  Natural  Resources,  State  Center  for  Health  and 
Environmental  StatisticsDecember,  1993. 

Tefft  A  &  Mayo  C.  Preparing  minority  students  for  health  careers  in  the  21st  century.  Raleigh,  NC:  NC 
Health  Careers  Access  Program  and  NC  Office  of  Minority  Health,  No.  9;  Preliminary  report: 
January  1994. 


29 


United  States  Conference  of  Local  Health  Officers  (USCLHO).  National  Minority  Health  Profile:  Local 
Health  Department  Programs  and  Services.  Washington,  DC:  US  Conference  of  Local  Health 
Officers  and  US  Conference  of  Mayors,  1992. 

United  States  Conference  of  Local  Health  Officers  (USCLHO).  Language  and  culture  in  health 
care/Coping  with  linguistic  and  cultural  differences:  Challenges  to  local  health  departments. 
Washington,  DC:  US  Conference  of  Local  Health  Officers  and  US  Conference  of  Mayors,  1993. 

U.S.  Department  of  Health  and  Human  Services  (DHHS).  Healthy  People  2000.  DHHS  Publ  no.  (PHS) 
91-50212.  Washington,  DC:  US  Government  Printing  Office,  1991. 

Warren  RC.  The  morbidity/mortality  gap:  What  is  the  problem?  Ann  Epidemiol  1993;  3:  127-129. 


30 


APPENDICES 


A.  African-American  and  total  population  by  county,  North  Carolina  1990. 

B.  Sample  counties  for  the  African-American  needs  assessment. 


APPENDIX  A. 

AFRICAN  AMERICAN  AND  TOTAL  POPULATION  BY  COUNTY 
NORTH  CAROLINA 


COUNTY 

ALAMANCE 

ALEXANDER 

ALLEGHANY 

ANSON 

ASHE 

AVERY 

BEAUFORT 

BERTIE 

BLADEN 

BRUNSWICK 

BUNCOMBE 

BURKE 

CABARRUS 

CALDWELL 

CAMDEN 

CARTERET 

CASWELL 

CATAWBA 

CHATHAM 

CHEROKEE 

CHOWAN 

CLAY 

CLEVELAND 

COLUMBUS 

CRAVEN 

CUMBERLAND 

CURRITUCK 

DARE 

DAVIDSON 

DAVIE 

DUPLIN 

DURHAM 

EDGECOMBE 

FORSYTH 

FRANKLIN 

GASTON 

GATES 

GRAHAM 

GRANVILLE 

GREENE 

GUILFORD 

HALIFAX 

HARNETT 

HAYWOOD 

HENDERSON 

HERTFORD 

HOKE 

HYDE 

IREDELL 

JACKSON 


AFRICAN  AMERICAN 

TOTAL 

POPULATION 

POPULATION 

20,822 

108,213 

1,673 

27,544 

177 

9,590 

11,106 

23,474 

144 

22,209 

158 

14,867 

13,194 

42,283 

12,531 

20,388 

11,199 

28, 663 

9,211 

50, 985 

14,336 

174,821 

5,178 

75,744 

12,853 

98,935 

3,881 

70,709 

1,481 

5,904 

4,385 

52,556 

8,436 

20, 693 

10, 689 

118,412 

8,845 

38,759 

361 

20,170 

5,087 

13,506 

41 

7,155 

17,741 

84,714 

15,181 

49,587 

21,116 

81, 613 

87,496 

274,566 

1,545 

13,736 

811 

22,746 

12,314 

126,  677 

2,482 

27,859 

13,259 

39,995 

67, 654 

181,835 

31, 661 

56,558 

66,102 

265,878 

12,843 

36,414 

22,676 

175,093 

4,180 

9,305 

1 

7,196 

14, 909 

38,345 

6,521 

15,384 

91, 655 

347,420 

27,586 

55,516 

15,315 

67, 822 

648 

46,  942 

2,361 

69,285 

12,970 

22,523 

9,878 

22,856 

1,781 

5,411 

14,869 

92, 931 

425 

26,  846 

AFRICAN  AMERICAN  AND  TOTAL  POPULATION  BY  COUNTY 
NORTH  CAROLINA 


COUNTY 

JOHNSTON 

JONES 

LEE 

LENOIR 

LINCOLN 

MACON 

MADISON 

MARTIN 

MCDOWELL 

MECKLENBURG 

MITCHELL 

MONTGOMERY 

MOORE 

NASH 

NEW  HANOVER 

NORTHAMPTON 

ONSLOW 

ORANGE 

PAMLICO 

PASQUOTANK 

PENDER 

PERQUIMANS 

PERSON 

PITT 

POLK 

RANDOLPH 

RICHMOND 

ROBESON 

ROCKINGHAM 

ROWAN 

RUTHERFORD 

SAMPSON 

SCOTLAND 

STANLY 

STOKES 

SURRY 

SWAIN 

TRANSYLVANIA 

TYRRELL 

UNION 

VANCE 

WAKE 

WARREN 

WASHINGTON 

WATAUGA 

WAYNE 

WILKES 

WILSON 

YADKIN 

YANCEY 


AFRICAN  AMERICAN 

TOTAL 

POPULATION 

POPULATION 

14,389 

81,306 

3,677 

9,414 

9,401 

41,374 

22,539 

57,274 

4,108 

50,319 

385 

23,499 

136 

16,953 

11,186 

25,078 

1,479 

35, 681 

134,468 

511,433 

23 

14,433 

6,001 

23,346 

10, 882 

59,013 

24,142 

76,  677 

24,097 

120,284 

12,328 

20,798 

29,808 

149,838 

14,893 

93,851 

2,  951 

11,372 

11,583 

31,298 

8,770 

28,855 

3,426 

10,447 

9,106 

30,180 

35, 921 

107, 924 

1,053 

14,416 

6,367 

106,546 

12,869 

44,518 

26,185 

105,179 

17,548 

86,064 

17,773 

110, 605 

6,514 

56, 918 

15, 686 

47,297 

12,176 

33,754 

5,972 

51,765 

2,069 

37,223 

2,780 

61,704 

196 

11,268 

1,189 

25,520 

1,543 

3,856 

13,427 

84,211 

17,512 

38,892 

88,057 

423,380 

9,847 

17,265 

6,366 

13, 997 

768 

36, 952 

33,793 

104, 666 

2,824 

59,393 

24,896 

66,061 

1,295 

30,488 

151 

15,419 

APPENDIX  B. 


Sample  counties  for  the 
African-American  needs  assessment. 


Ouintile  1 

Caldwell 

Chowan 

McDowell 

Surry 

Transylvania 

Wilkes 

Ouintile  2 

Buncombe 

Carteret 

Catawba 

Davie 

Polk 

Stanly 

Ouintile  3 
Camden 

Cleveland 

Moore 

Onslow 

Rowan 

Union 

Ouintile  4 

Beaufort 

Craven 

Duplin 

Guilford 

Pender 

Scotland 

Quintile  5 

Bertie 

Caswell 

Gates 

Halifax 

Hoke 

Warren 
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